Background: There is paucity of published data pertaining to consultation psychiatric services (CLP) in India. The data available reflect the under developed status of this subspecialty and need for strengthening the same. Research assessing the effectiveness of CLP services is the need of the hour. Objectives: Current study was taken up with the aim to study the pattern of psychiatric referrals in a teaching hospital, and to study the effect of intervention in CLP at the end of 4 weeks. Materials and Method: Sample was drawn from Indoor patients referred to department of psychiatry. Psychiatric diagnosis was made using International classification of diseases (CD-10 DCR). Clinical Global Impression severity (CGI-S) and Improvement (CGI-I) ware used to assess the effect of psychiatric intervention after 4 weeks. Results: about half of patients were referred from Internal Medicine, followed by Neurological sciences and surgical branches. About 30% of patients had no diagnosable psychiatric disorder. Common reasons for referral were evaluation of medical patient having co-morbid psychiatric symptoms, followed by assessment for intentional self-harm, past history of psychiatric illness, and substance use. There was a statistically significant reduction in the mean CGI-S scores after four weeks (t=16.356; p <0.001). Mean CGI-I score after 4 weeks was 1.89(±0.993). suggesting much improvement. Conclusion: Majority of patients are referred to Psychiatry from internal medicine and neurology. About one-third of the patient did not receive any Psychiatric diagnosis. Psychiatric intervention was found to be significantly beneficial.
Introduction
Consultation-liaison psychiatry (CLP) is the study, practice, and teaching of the relationship between medical and psychiatric disorders. [1] With psychiatry making a move towards a more medical model and with rapid establishment of general hospital psychiatry units all over the world, this subspecialty of psychiatry is getting more and more attention. [2, 3] Psychiatric complaints are very common in general medical patient population. [4] [5] [6] It is also observed that psychiatric consultations in general hospitals can reduce treatment expenses, mortality, morbidity, and length of hospital stay. [7] With the above-mentioned facts and with the physicians' search for "more appropriate management," liaison psychiatry has emerged as the need of the hour to restore the holistic therapeutic approach. [8] There is an extensive literature in Western world with respect to CLP. The Indian literature is scanty as observed in two
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Care Center recent reviews. [9, 10] A review of studies published in Indian Journal of Psychiatry from 1950 to 2010 revealed that there are only 117 studies on psychiatric aspects of various physical illness. [9] The data available reflect the underdeveloped status of this subspecialty and need for strengthening the same.
Further, there has been a consistent demand to demonstrate the effectiveness of these services to justify resources used. With the increasing importance of evidence-based practice, the onus is on CLP services to demonstrate their worth. [11] Studies focusing on the intervention effectiveness in CLP from India are sparse. The current study was taken up with the following aims: • To study the pattern of psychiatric referrals in a teaching hospital • To study the effect of psychiatric intervention at the end of 4 weeks. Indian Journal of Social Psychiatry | Volume 33 | Issue 2 | April-June 2017 [12] and Clinical Global Impression scale-severity (CGI-S) was applied, wherever applicable. The complete assessment was done by trainee psychiatry resident, under the guidance of a qualified psychiatrist.
Materials and Methods
The patients were followed up after 4 weeks by the investigator to review the clinical diagnosis made. Effect of intervention was assessed using CGI-S and CGI-improvement (CGI-I) at follow-up. [13] Hindi version of client satisfaction questionnaire 8 (CSQ-8) was applied to assess the patient satisfaction. [14] Hindi translation was done with the permission of the authors. Strict translation and blind-back translation procedures were followed, and the final translated version was cross checked independently by an independent team of experts.
Results
We ). Most common psychiatric diagnosis among the referred subjects was "Organic mental disorder" (20%). It was followed by "Neurotic, stress-related, and somatoform disorder" (15.56%) and "Affective disorder" (14.07%). The worth noting finding was that about one quarter of the patients had no diagnosable psychiatric illness [ Table 1 ].
On assessing the reasons for referral, having comorbid psychiatric illness was the most common reason for psychiatric referral (32.6%), followed by intentional self-harm (30.3%) and medically unexplained symptoms (19.3%). About 71% referred subjects were managed by pharmacotherapy alone or in combination with nonpharmacotherapy. Remaining were managed only by nonpharmacotherapy (counseling, supportive psychotherapy, and relaxation exercises).
Mean baseline CGI-S score was 4.455 (±1.0284). On attrition analysis, there was no statistically significant difference (P = 0.825) between the baseline severity (mean CGI-S score) of patients who completed the study (4.432 ± 1.031) to that of patients who were missed to follow-up (4.383 ± 1.073). On comparison of the CGI-S scores at baseline and after 4 weeks of intervention, there was a statistically significant fall in the CGI-S score after 4 weeks of intervention (P < 0.0001) [ Table 1 ]. The mean CGI-I score after 4 weeks of intervention was 1.89 (±0.993), indicating that the patients showed "much improvement" at the end of 4 weeks.
The mean CSQ-8 score of the referred patients after 4 weeks of treatment was 24 ± 4.1, which denotes a good level of client satisfaction. On assessing the correlation between the clinical improvement (mean CGI-I score) and client satisfaction (mean CSQ-8 score), there was a strong negative correlation between the CGI-I and CSQ-8 scores (r = −0.79). Indicating that, better the clinical improvement, higher the client satisfaction.
Discussion
In the current study, more than half (58.5%) of the patients were from medicine and allied branches, a finding common to many earlier studies from India and neighboring countries [ Table 2 ]. [2, [15] [16] [17] The reasons are (1) due to poor information, awareness, and acceptance of psychiatric disorders, many patients initially consult general medical OPDs (2) The patients of deliberate self-harm, who formed a large proportion of patient sample in the present study were also managed in the department of medicine, which is a universal practice (3) High comorbidity of psychiatric disorder in patients admitted in medical wards is confirmed by studies done earlier also. [18] [19] [20] The second most common source of referral in the present study was the Departments of Neurological Sciences (combined neurology and neurosurgery), this can be explained by the fact that many psychiatric problems such as pseudo seizures, dissociative motor disorders, and sensory disorders resemble neurological disorders. Studies have estimated that about 15% of the patients seen by neurologist have no physical base for their symptoms and in another 15%, the symptoms are out of proportion to the cause. [21, 22] The implications of the above findings are that more attention is needed in strengthening the liaison services with departments of medicine and the neurological specialties. If liaison model cannot be introduced in all the departments of teaching hospitals in our country, at least, a liaison psychiatrist can be posted in these departments (considering that we have enrolled patients only for 2 days a week, the actual number of patients referred from medicine can be at least 3 times more, that is more than 200/year, which is at least 4/week). Meanwhile the physicians, neurologists, and neurosurgeons should be impressed up on the issues of common psychiatric comorbidities and the consequences.
The most common reason for referral in the present study was the evaluation of co-morbid psychiatric illness (32.6%), which is also consistent with the findings in a study by Malhotra 1984. [2] It is a known fact that chronic physical conditions have high psychiatric comorbidity in comparison to general population. [23] [24] [25] As already discussed, studies have clearly established the high psychiatric comorbidity in general hospital set up. This fact is also reflected in the current study as the most common reason for referral is psychiatric comorbidity. Authors feel that adequate undergraduate training in psychiatry may help in better identification of psychiatric problems in these patients; it may also change the attitude of young doctors toward psychiatry.
The literature shows that the common diagnoses in CLP set-up in Western population are mood disorders and neurotic, stress-related disorders, where as in Indian population, organic mental disorder is more common. In the current study, among the patients with diagnosable psychiatric illness, most common diagnosis was of organic mental disorder (20%). Neurotic, stress-related, and somatoform disorders were the next most common diagnostic group (15.56%), followed by affective disorders (14.07%) and substance use disorders (13.33%). The reasons for organic mental illness being more common in the present study are the current study is done in a government, tertiary care set up, and a good number of patients who land up here are either severely or terminally ill. Inclusion of only indoor patients is also a factor. Huyse et al. also observed that delirium is one of the main diagnostic groups referred to psychiatric consultation. [26] One more reason why Indian studies show a higher frequency of organic mental illness is that Western physicians are more comfortable with the management of this entity as compared to Indian counterparts. [15] Steps such as frequent psychosomatic grand rounds, symposiums between psychiatry and other specialties, and attempts by referee psychiatrist to educate treating team regarding organic mental disorders may help in early identification and their prompt management.
About one-fourth of the patients did not receive any psychiatric diagnosis in the current study. The findings of other Indian researchers were also similar [ Table 2 ]. [2, 15, 27] However in Western studies, the proportion of patients not receiving any psychiatric diagnosis was very small. [28, 29] The possible reasons for larger proportion of the patients with no psychiatric illness in the present study may be that about 30% of the sample was made by patients of intentional self-harm. Majority of these patients had no diagnosable psychiatric illness. Though personality disorders were looked for in these patients, only 4 (3%) patients received the diagnosis of a personality disorder. We feel that use of structured interviews, screeners, or diagnostic scales would have helped in identifying more personality and other disorders.
Pharmacotherapy was the most widely used treatment modality in our study, which is comparable to many previous studies. [2, 15, 16] Only about 17% of patients were given psychotherapy (supportive psychotherapy) in an Indian study by Malhotra. [2] Worth noting here is the observation made by Avasthi et al. that one of the reasons for dissatisfaction with current CLP practice is exclusive reliance on pharmacotherapy. [15] Type of the patients seen in CLP set up is one of the factors. Agitated and delirious patients and patients with severe physical illness commonly come across in our set up, who often require pharmacological management. The attitude of Indian patients also influences the treatment chosen by the therapist. Indian patients expect that the therapist would follow a medical model rather than a psychological approach. They also expect him to play an active authoritative role, making it difficult to maintain "therapeutic neutrality." [30] More importantly, structured psychotherapies in CLP set up may not be possible in the current scenario due to lack of expertise and manpower.
The treatment effectiveness of CLP is being discussed off late, due to increasing focus on evidence-based practice. Lipowski suggested the following parameters to assess the effectiveness of CLP services: reduction in the cost of medical care, staff and patient feedback, effects on length of stay, concordance with recommendations, utilization of laboratory tests, relief of patient symptoms, and social functioning after discharge. [31] In a recent systematic review, Wood and Wand included 40 studies, which have assessed one or more of the following measures of treatment cost effectiveness, staff satisfaction, patient satisfaction, concordance, and outcome at follow-up. They identified the scarcity of literature in this area and the notable disparities and variable measurements used to gauge the effectiveness of CLP services. [11] In our study, we have assessed the effectiveness of CLP services by using two parameters, i.e., outcome at the follow-up and patient satisfaction.
Baseline severity was assessed using CGI-S. Attrition analysis showed that there was no statistically significant difference between the baseline severity of the patients who completed the study and those who were lost to follow-up (P = 0.7415, t = 0.3308). Hence, the effect of intervention can be generalized to the patients attending CLP set up.
There was a statistically significant reduction in the mean CGI-S scores after 4 weeks (t = 16.356; P < 0.001). Mean CGI-I score after 4 weeks was 1.89 (±0.993), indicating that the patients were "much improved" after 4 weeks of intervention.
Wood and Wand identified three follow-up studies measuring the treatment outcome. [11] There were contradictory results, with only one study reporting a clear-cut benefit. The discrepancy is because of differences in the study design and tools used. Malhotra have observed that over 90% of the treating teams found the psychiatric service to be useful. [2] Patients reported a good level of satisfaction with CLP services in this study. Wood and Wand have observed a wide range of patient satisfaction ranging between 30% and 88%. [11] The reason for this variability is again differences in the study design and tools used. They also observed that the questions asked to assess patient satisfaction lacked attention to specific aspects of patient care. In contrary, the tool used in this study (CSQ-8), is well validated for use in mental health care set up. [32] The fact that Hindi version is not validated, should be considered while interpreting these results.
However, the level of satisfaction of referred patients in the present study is comparatively low (mean CSQ-8 score 24, standard deviation 4.10), compared to other studies (which have used CSQ-8) done in community mental health services in the United States. [33] The probable reasons may be that present study is done in a CLP set up, where patients' primary problems were not psychiatric in most of the patients, and we were not the primary therapists. The differences in treatment set up and limited resources available in CLP are other possible reasons. In addition, unlike the studies quoted above, current study is done in a tertiary care center, where relatively more severe patients seek help leading to a general low level of satisfaction.
Strengths of current study
• This is a short-term follow-up study in CLP set up, and is the first study of its kind • Reasonable sample size and satisfactory follow-up for meaningful interpretation • Effect of intervention was measured using standardized tools.
Limitations of the current study
• No standardized diagnostic tools were used for assessment; diagnosis was based on routine clinical interview • Inclusion of only inpatients makes it difficult to generalize the findings of present study to CLP set up in general • As the Hindi version of CLP-8 was not validated, findings of client satisfaction cannot be confidently generalized.
Conclusion
Majority of patients were referred from internal medicine, followed by neurological sciences. About 24% of patients had no diagnosable psychiatric disorder. Organic mental disorders were the most common diagnostic group among patients having psychiatric disorders. Common reasons for referral were evaluation of medical patient having co-morbid psychiatric symptoms, followed by assessment for intentional self-harm, past history of psychiatric illness, and substance use. Intervention (pharmacological, nonpharmacological, or combined) with patients having psychiatric disorders was found to be significantly beneficial. Patients reported moderate to high level of satisfaction with the services provided.
